The general orientation and activities involved in coping with auditory hallucinations were examined in 30 schizophrenics. Age, personality dimensions, duration of illness, position, loudness and pitch of the voice and interference with activities of patients by the voice were associated with the general orientation. Systematic coj ii g Id ; \icur w; t useful. Socio-economic status and degree of interference with rxtivities were associated with the choice of useful orientation. Manipulation of arousi.l and control of attention were beneficial. Ne-iroticism, interference due to voice, emotional intensity during the voice, 'third person' voices and anticipation of voice were related to suicidal ideas.
The experience of auditory hallucination is stressful to many a schizophrenic. The stress is more if the voice is persistent inspite of drug therapy. Non-pharmacological methods of treatment should help such a patient. Each schizophrenic has his own style of coping with voices but only some patients are successful. Adequate knowledge of the useful coping strategies is necessary for developing non-pharmacological treatment methods. The finding of Falloon and Talbot (1981) was that the coping strategies of schizophrenics with good coping were not much different from the strategies of patients with poor coping but the patients with good coping applied their strategies with confidence and in a systematic way. This finding suggests that the schizophrenic should be properly oriented in his coping behaviour in relation to auditory hallucinations. The general orientation of the patient in his coping behaviour is different from his coping activities. Two patients whose activities are similar can be dissimilar in orientation. For example, tuning the radio on may be for escaping from the voice in one case and for suppressing the voice in another. A study of coping should include both orientation ana activities of the subjects. Suicidal ideation is part of coping behaviour. Persistent hallucinations are associated with suicidal ideas (Falloon and Talbot, 1981) . Hence the variables related to suicidal ideas should be sorted out.
Several variables are associated with hallucinations. Psychoticism scores, anxiety prior to the voice, reality testing ability,noise-level of environment (Slade, 197 r ), social status (Linn, 1977) , associated delusions (Lewinsohn, 1970) and anticipation of the voice (Arieti, 1975) have been discussed. The details of hallucinations, interference with activities by voices and the details of treatment should be included in the study.
The present study aims at examining the variables associated with the effectiveness of and types of orientation and activities involved in coping with auditory hallucinations in schizophrenics and the variales associated with suicidal ideas in such schizophrenics.
MATERIAL AND METHODS
30 schizophrenics attending the outpatient department of the Institute of Mental Health, Madras were chosen for the study based on the following criteria. 1. Patient should be 'definitely schizophrenic as per criteria of Feighner et al. (1972) .
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2. He/she should be currently having auditory hallucinations i. e. the last episode should have occurred within 24 hours prior to the interview. 3. He/she should be having verbal auditory hallucinations with or without non-verbal auditory hallucinations and/or hallucinations in other sensory modalities. 4. He/she should not have undergone psycho-surgery. 5. He/she should not have been treated with electro-convulsive therapy in the month prior to the interview. 6. He/she should be co-operative for interview and psychological testing. 7. He/she should be an urban resident.
The mean age of the sample was 35.2 years and standard deviation was 9.7 years. The mean duration of illness was 7.53 years and the standard deviation was 6.3 years.
An interview schedule was constructed and each patient was interviewed along with one or more family members in order to elicit reliable information. Ray et al. (1982) described six themes of coping based on the individual's general orientation. Each theme had stronger and weaker versions. The weaKer versions were given 1 score each and the stronger versions 2 scores each by the present author. The 6 themes were arranged in two dimensions viz. control-helplessness and acknowledgement of threat-disavowal of threat. The outline of the themes and their scores are given in the Figure. The sum of scores for rejection, control and resignation was the score for acknowledgement of threat. The sum of scores for minimisation, avoidance and dependency was the score for disavowal of threat. In order to assess the individual's leaning in acknowledgement of threat-disavowal of threat dimension, the difference between the two scores was taken into account (e. g. acknowledgement score 3-disavowal score 2=+l; acknowledgement score 2-disavowal score 3=-l). The sum of scores for each pair of themes along controlhelplessness dimension was calculated in order to assess the patient's leaning towards one end or other. To illustrate, the individual was considered to lean towards control if the scores for the 3 pairs of themes along control-helplessness dimension were 3 for rejection -(-minimisation: 2 for controls-avoidance: 1 for resignation and dependency. The individual was taken to be leaning towards helplessness if the scores for the said 3 pairs of themes were 1:2:3 respectively. The usefulness of individual coping themes were assessed on 4 point scales (0-3 scores). Score 0 indicated uselessness. Score 1 was given if the patient could prevent or terminate the episode of voice occasionally and score 2 was given if he could do so majority of times without altering grossly the frequency of voice. Score 3 indicated prevention or termination of episodes of voice with some reduction in frequency.
FIGURE-Coping
The number of useful and useless themes reported by patients was one of the variables studied. Coping behaviour included the emotions, overt activities and covert activities during, outside and immediately prior to the voice. The emotional intensity during, and outside the voice was scored on 4 point scale i. e. 0-3 scores (Nil-Score 0; low-Score 1; Medium-Score 2; high-score 3). Reaction to content of the voice was differentiated from reaction to the phenomenon of voice. Suicidal ideas and anticipation of voice were recorded as part of coping behaviour. Details of sex, religion, mothertongue, family history of schizophrenia and presence of delusions related to hallucinations were recorded. The hallucination variables and their scores are given in Table-I . Number, variety and dosage of drugs, administration of electro-convulsive therapy and native treatment were recorded. Reality-testing ability was measured by F+% in Rorschach test as it is the best single indicator of reality-testing ability (Carr, 1975) . For measurement of personality dimensions Eysenck's Personality Questionnaire (1976) was used. Socio-economic status was scored with the help of the scale devised by Gupta and Sethi (1978) . Insight was measured with the help of Present State Examination Schedule (Wing et al., 1974) .
Psychological testing was done following the interview and each patient was engaged for more than 2 hours.
RESULTS
The sample was classified in different way and the resultant groups were compared for all the variables already mentioned. Only the statistically significant findings are reported hereunder.
In the first stage of analysis, the sample was classifiec based on the dimensions of acknowledgement of threatdisavowal of threat and control-helplessness. The differences between scores for acknowledgement of threat and the scores for disavowal of threat were calculated, (score for acknowledgement of threat minus score for disavowal). The median of the differences was +2.5 and two groups were sorted out one on either side of the median i. e. the group with more acknowledgement of threat and less disavowal of threat ('Acknowledgement of threat group; N=15) and the group with more disavowal of threat and less acknowlegement of threat ('Disavowal of threat' group; N = 15). In the control -helplessness dimension the leaning of each patient was taken into account as illustrated earlier. 18 patients leaned towards control ('Control' group) and 12 patients leaned toward helplessness group). The two dimensions were combined and four groups were sorted out viz. 'Acknowledgement of threat-control' (N=7), 'Acknowledgement of threat -Helplessness' (N=8), 'Disavowal of threat-Control' CN=11) and 'Disavowal of threat-Helplessness' (N=4). These four groups were compared among themselves for all the variables mentioned and differences were found in age, personality dimension, duration of illness, loudness and pitch of the voice, interference with occupation, position of voice and effect of hospital treatment. The figures are given in Table-II. In the second stage of analysis variables related to usefulness of coping themes were identified. Among the individual themes analysed, manipulation, dependency and avoidance were reported to be useful but not in all cases. Those who found a particular theme useful were compaied to those who did not find that theme usefid for all the variables taken into account. Patients who found manipulation useful (N=9) reported more manipulative behaviour outside the hallucinatory episodes than those who found this theme not useful (N= 11). The activities of these patients were consumption of alcohol (5 cases), physical exercises (3 cases), meditation (1 case) and taking over-dose of prescribed neuroleptics (1 case). Those for whom dependency was useful (N = 12) had used less number of useless themes (resignation, rejection and minimisation) in addition when compared to patients for whom dependency was not useful (N=5). Also the effect of physical methods of treatment was better for them. Those who were benefited by dependency were leaning more on God and physical methods of treatment and were praying regularly and taking the prescribed drugs in a ritualistic manner. Those who were not benefited by dependency were leaning on other persons including the President of India to whom one patient complained about the 'speakers'. Those who found avoidance useful (N=9) had less combination of dependency in comparison to those for whom avoidance was not useful (N=10).
Patients who used the theme of avoidance were engaged in self-distraction i.e. diverting attention during and immediately prior to the voice and were trying to step up their leisure time activities. (e. g. music, reading, films). The figures are given in Table- Ill.
In the third stage of analysis the groups of patients employing the useful coping themes were compared among themselves for identifying the variables related to the choice of the useful theme. Four patients found both manipulation and dependency useful. After eliminating them those who found manipulation useful (N=5 i. e. 9-4) were compared to those who found dependency useful (N==8 i. e. 12-4). Interference with social and leisure time activities was less for patients who found manipulation useful. 3 patients found both manipulation and avoidance useful. After eliminating them, patients who found manipulation useful (N=6 i. e. 9-3) were compared to those who found avoidance useful (N= 6 i. e. 9-3). Patients who found manipulation useful were of lower socio-economic status. One patient found both dependency and avoidance useful. After eliminating him, patients who found dependency useful (N=-11 i. e. 12-1) were compared to patients who found avoidance useful (N=8 i. e. 9-1). Those who found dependency useful reported better effects of treatment at hospital and more interference with leisure time activities. The figures are given in Table- Ill.
In the fourth stage of analysis, patients with suicidal ideas (N=13) were compared to those without (N=17). Patients with suicidal ideas had higher neuroticism scores, more intense emotions during the episodes of voices, more interference with social activities, more 'third person' voices and more anticipation of voices in comparison to patients without suicidal ideas. The figures are given in table-Ill.
DISCUSSION
Patients who used lesser number of coping themes reported better results. Also those who extended their manipulative behaviour outside the episodes of voice were benefited. Such findings supported the observation of Falloon and Talbot (1981) that systematic application of strategies led to better coping. Meditation, consumption of alcohol and extra dose of neuroleptics reduce the level of arousal. Physical exercises increase the arousal. Self-distraction was another useful method. Manipulation of arousal and control of attention as treatment methods had been discussed by various authors (Falloon & Talbot, 1981) . Aggression was not reported to be helpful. Socio-economic status and the degree of interference due to the voice were associated with the choice of the useful coping theme. These findings might be useful in re-orienting patients in coping with voices. The variables related to orientation in coping behaviour were related not only to hallucinations but also to the illness and the patient and the suggestion thrown by such findings was that only a global approach would be proper.
Physical method of treatment was reported to be more effective in those who depended on it and these patients did not differ from others in treatment variables, frequency of voice, interference due to voice etc. The better effect of treatment should have been the subjectivity the patients concerned.
That 13 out of 30 patients had suicidal ideas suggested that risk involved. The variables associated with suicidal ideas spoke against the general belief that the content of the voice was the major factor associated with suicidal intent.
Further studies are strongly indicated and studies in future should use larger series and should include symptoms other than (.elusions and also neurophysiological measurements. Follow up studies should be more informative.
